BY FREDERICK J. MCCANN, F.R.C.S.
-THE normal act of defecation is accompanied by a certain tendency to eversion of the mucous membrane. If this eversion become abnormally increased and be maintained after defaecation, rectal prolapse is produced. In due course not only the mucous membrane, but also the other coats of the bowel may become involved.
Although a variety of causes is usually given to explain the incidence of rectal prolapse, yet in the majority of the cases, muscular relaxation will be found to be the correct explanation. In short, there is a gradual failure of the retentive mechanism which prevents the bowel from prolapsing with each act of defaecation.
The integrity of this retentive mechanism depends on the power and the co-ordinated action of the levatores ani and sphincter ani muscles. Should one or both be out of gear, the smooth working of this retentive mechanism is upset, and a varying degree of rectal prolapse is produced. There is also, I believe, a congenital muscular weakness in certain individuals, which predisposes those individuals to rectal prolapse. This congenital weakness is also a factor in the aetiology of enteroptosis and of genital prolapse.
Defective retentive power may be restored simultaneously with restoration of the general he&lth and improvement in the muscular tone of the individual, or occasionally by the continued exercising of the levatores ani and sphincter ani muscles.
Restoration of the retentive mechanism is frequently observed in children, in whom, as a rule, nothing but palliative treatment is necessary. If, then, muscular relaxation or muscular weakness be the determining factor in the production of the majority of the cases of rectal prolapse, it is obvious that to restore and to strengthen that muscular power is the correct treatment. Now the operations which are done for the relief of rectal prolapse are either endeavours to get rid of redundant mucous membrane or to excise the prolapsed portion of the bowel, or to fix the bowel by cicatricial formation in the hollow of the sacrum, or, again, to obliterate the pouch of Douglas, or by means of some " pexy iMH-S 1 operation" to fix the sigmoid colon. No one of these procedures favours the restoration of normal function, or indeed favours a natural cure.
It was because I had seen so many bad results from the surgical treatment of rectal prolapse that I was led to devise an operation which aims at accomplishing the restoration of the retentive mechanism.
Let me then indicate the manner in which the operation I now practise has been gradually evolved.
For many years I had treated rectal prolapse complicating genital prolapse in women by stitching the rectal wall, after suturing the levatores ani muscles, to the posterior vaginal wall.
In course of time the sphincter ani recovers its function, and, as the results I obtained from this operation were satisfactory, I decided to employ the same principle in a case in which no genital prolapse existed.
In 1910 I was asked to see a single woman, aged 72, who was bedridden on account of a rectal prolapse, which had been gradually getting worse for some years. She was unaware that anything could be done to give her relief, and readily consented to undergo an operation.
The protruding mucosa of the bowel was seared longitudinally in three places with the thermo-cautery. The prolapsed bowel was then returned and the sphincter ani tightened. A V-shaped piece was excised from the posterior vaginal wall, and the levatores ani muscles were then sutured over the lower end of the rectum, and finally the cut edges of the posterior vaginal wall were brought together by sutures, which also passed through the united levatores ani muscles, and when tied, brought these muscles into close apposition with the posterior vaginal wall.
The operation was completely successful, and for two years this woman was able to lead an active life, until she died from swallowing her false teeth.
The best test of the efficacy of an operation for rectal prolapse is the time test, and a good result even after two years may not suffice to appease the mind of the sceptic.
Meanwhile, I was constantly operating on complete perineal tears, which are always associated with a varying degree of prolapse of the mucous membrane of the rectum, and in which complete cure follows when they are efficiently repaired. I came to the conclusion that a rectal prolapse when returned is comparable to a complete ruptured perineum on a large scale, and should be treated on the same principles.
In July, 1913, I was consulted by a single woman, aged 51, who had undergone an operation for rectal prolapse four years previously, the prolapsed portion of the bowel being excised. The operation was unfortunately a failure. The bowel still prolapsed for nearly two inches and the anal orifice surrounded by scar tissue admitted three fingers. She had complete incontinence of faices and was unable to earn her living as a nurse. Her condition was deplorable, and her nervous system had suffered considerably in consequence. She was reluctant to undergo another operation, but ultimately yielded to persuasion.
DESCRIPTION OF THE OPERATION. The bowel was returned and the patient was placed in the elevated lithotomy position; an incision was then made around the anal orifice anteriorly and laterally for three-fourths of its circumference. The perineum was incised in the middle line from the fourchette to the anal orifice. This incision was further prolonged anteriorly into the labium of each side for about an inch and a half. The lower end of the rectum was freed by dissection anteriorly and laterally, exposing the levator ani on either side, whilst the lower portion of the posterior vaginal wall was dissected upwards for about two inches.
A V-shaped piece was then cut out of the anterior rectal wall and the anterior margin of the anal orifice. The cut edges were united by catgut sutures, after tying the bleeding vessels. The scar tissue surrounding the anus was dissected out, and the anal orifice reconstructed to the requisite size by a series of catgut sutures passed so as to take a grip of the sphincter ani and to avoid the mucosa of the bowel.
A V-shaped piece was next removed from the posterior vaginal wall, followed by the suture of the levatores ani muscles in front of the lower end of the rectum. The cut edges of the posterior vaginal wall were then sutured together by catgut sutures, which were passed through the united levatores ani muscles, and when tied brought the latter in close apposition with the posterior vaginal wall. Silkworm gut sutures were passed through the perineal tissues to co-apt the divided perineal body, and further to co-apt the already sutured levatores and muscles. The skin edges were finally united with catgut, whilst a special silkworm gut suture was inserted to prevent the anal orifice falling backwards.
The patient made a smooth recovery and regained compldte control of her anal sphincter.
She has moreover, remained well up to the present date, and has expressed herself as being completely cured. She has been enabled all these years to discharge her duties as a nurse and to lead a life of unusual activity.
The result of this operation satisfies the time test, for the patient has remained perfectly well up to the present date, that is for thirteen years.
On thinking over this operation I came to the conclusion that it was unnecessary to excise a portion of the rectal wall and anal margin (as that procedure only led to scar formation) instead of building up and strengthening the anal sphincter which could be done much better without removing any portion of the bowel; and although the functional result had been so good, yet I believed that avoiding a scar would be even better.
I was able to put my ideas into practice when this patient brought her sister to me in October, 1924, and the operation I performed on her is the one that appears to be suitable for the majority of cases.
This woman was 65 years of age, the mother of three children, and had her last confinement twenty-nine years previously. She had had slight rectal prolapse and loss of control ever since her last child was born. When she presented herself for examination, the rectum protruded for 4 in., and she informed me that the amount of rectal prolapse had been gradually increasing. There was no evidence of ulceration.
PRELIMINARY TREATMENT.
It is essential that such patients should have a preliminary period of rest in bed, not only for purposes of local cleansing, but because congestion is diminished in those who have struggled to be about.
The prolapsed bowel should be returned, and if possible retained, which still further diminishes local congestion.
DESCRIPTION OF THE OPERATION.
During the operation, the elevated lithotomy position is employed in order to diminish the tendency to protrusion of the rectum.
An incision is made around the dilated anal orifice anteriorly and laterally for three-quarters of its circumference. p A mesial incision is then made from the anal orifice to the fourchette which when deepened splits the perineal body ( fig. 1 ). This incision is prolonged at its anterior extremity outwards and forwards into each labium. The anal sphincter and the lower end of the rectum are exposed by dissecting away the superjacent tissues, and the posterior vaginal wall is dissected upwards for about 2 in. (fig. 2 ).
Catgut sutures are now introduced grasping the sphincter ani, being passed on one side from within outwards under the sphincter muscle and avoiding the mucosa, and in the reverse order on the opposite side and are then tied. A sufficient number of these sutures is introduced to restore the anal orifice to the normal size, and when a good grip of the sphincter muscle is taken by the sutures, this muscle is strengthened and tightened, and a normal anal aperture is constructed. Sutures of catgut are further used to tighten the stretched or torn fascia over the lower end of the rectum and to reinforce any weak spots.
A sufficient number of silkworm-gut sutures are next inserted, which pass inwards through the skin and levator ani muscle on one side and outwards through muscle and skin on the opposite side. The levatores ani muscles are then united by catgut sutures.
A V-shaped piece is excised from the posterior vaginal wall, and the edges united by catgut sutures which, when passed, also take a grip of the levatores ani muscles, in order to bring these muscles and the posterior vaginal wall into close apposition ( fig. 3) . The skin edges are next united with interrupted catgut sutures and the silkworm-gut sutures tied through small pieces of india-rubber tubing, thus completing the operation (fig. 4) .
The last or most posterior silkworm-gut suture is passed so as to prevent the anal orifice falling backwards, which is not infrequent after operations for complete rupture of the perineum. Catgut may also be employed for this suture.
A " sacral anus " is a complication which should not be encountered where the necessary precautions have been taken during the operation to restore the anal canal.
After this operation I believe it is best to refrain from administering purgatives at least for some days in order that healing may remain undisturbed. Should the patient be uncomfortable in consequence of the bowel not acting, warm olive oil should be run into the rectum through a small india-rubber tube, and a dose of castor oil given by mouth.
The bowels should afterwards be kept acting by a gentle laxative. The result of the operation described was completely satisfactory, the wounds healed weU and there was complete sphincteric control. The patient has been enabled to be about and lead an active life, whereas formerly she was more or less of an invalid, spending most of her time either in bed or on a couch, and being forced to give up her business in consequence of her physical suffering.
When writing this paper I received unexpectedly a letter from this patient in which she states: " I am writing to tell you the operation has proved a perfect success. It was some time before the bowels acted naturally, but now I am like another woman. " I was a long time making up my mind to the operation, but I am glad I did and I feel very grateful to you for your care and skill. I only wish other sufferers knew the benefit."
Although this type of operation remedies the anatomical defects which seem to accompany this variety of prolapse, yet congenital predisposition is an 4tiological factor which cannot be overlooked, for the last two patients were sisters and I am informed that another sister and two cousins suffer from rectal prolapse. Exercises to cause contraction of the levatores ani muscles and sphincter ani should therefore be practised after this operation, and such exercises are still more necessary in the presence of congenital muscular weakness.
Finally, this operation offers a prospect of cure, not merely to the surgical derelicts cast adrift because of the failure of other methods, but to those who bear their suffering not knowing that anything can be done for their relief, as well as to those who from knowledge of failures have lost faith in modern surgery.
